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ABSTRACT 
Over the past several years, the number of physicians practicing as 
hospitalists or using hospitalists to care for their inpatients has grown. The use of 
hospitalists departs from a more traditional model of practice in the U.S. in which 
primary care doctors care for their patients in both the inpatient and outpatient 
settings. Hospitalists pose a special challenge for family physicians as the 
majority ofhospitalists are internists or subspecialists. Historically, the discipline 
of family practice in part grew out of a concern for maintaining hospital 
privileges, a tradition potentially threatened by the growth ofhospitalists. 
Prior research has shown that practice setting and personal characteristics 
influence whether or not physicians practice inpatient medicine. This paper 
begins to look at whether or not attitudes toward hospital care influence whether 
or not physicians practice inpatient medicine. 
Using 2001 survey data from a random sample of practicing family 
physicians in North Carolina, this paper describes current self-reported practice 
and personal characteristics of these physicians as well as examines their attitudes 
toward hospital care. 
In 2001, 66% of family practitioners in North Carolina provide inpatient 
care and 11% practice obstetrics. While 16% of family practitioners work as 
rotating hospitalists, only 1% work as full-time hospitalists. There are differences 
in attitudes toward hospital care between physicians who care for hospitalized 
patients and those who do not. There are some smaller differences in attitudes 
between physicians who care for their own patients in the hospital and those who 
work as rotating hospitalists. The results of bivariate analysis suggest that 
attitudes, the practice of obstetrics, hospital size and post-graduate year less than 
25 are positively associated with providing hospital care. In multivariate logistic 
regression models, attitudes toward hospital care, hospital size and post-graduate 
year less than 25 are positively associated with providing inpatient care. 
The results of this study, other published literature, and the growth of the 
use ofhospitalists have potential effects on the role family physicians play in 
caring for hospitalized patients. In addition, there are implications for the future 
training of family physicians, care of their patients, and research in the discipline. 
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INTRODUCTION 
Over the past several years, the number of physicians practicing as 
hospitalists or using hospitalists to care for their inpatients has grown. The term 
hospitalist was first used by Wachter and Goldman in 1996 although the idea of 
using "dedicated inpatient specialists" had been developing and growing before 
that time. 1 The number of practicing hospitalists has grown from less than 2,000 
in 1999 to 5,000 in 2002.2•3 The use ofhospitalists departs from a more traditional 
model of practice in the U.S. in which primary care doctors care for their patients 
in both the inpatient and outpatient settings. 
Nationally, many primary care physicians have questions about the role 
hospitalists should play in the healthcare system. 1•4•5 For instance, the majority of 
family practitioners still care for patients in both the inpatient and outpatient 
settings. 6 Hospitalists thus pose a special challenge for fumily physicians as the 
majority ofhospitalists are internists or subspecialists. 7 Historically, the discipline 
of family practice in part grew out of a concern for maintaining hospital 
privileges, a tradition potentially threatened by the growth ofhospitalists.4 
Family physicians cite several factors that determine why they continue to 
practice inpatient care. In a 1995 randomized survey of members of the American 
Academy ofFarnily Physicians, researchers concluded that factors "associated 
I 
2 
with individual characteristics and choices" are most strongly associated with the 
practice of inpatient medicine. 8 Younger physician age, greater enjoyment of both 
inpatient and outpatient medicine, fewer extra-hospital obligations and less 
complex disease in the hospitalized population were independent predictors of 
physicians who did inpatient care. These correlates are similar to those recently 
identified for internists. 9 
Limited research shows that physicians have both positive and negative 
attitudes toward the hospitalist model.5•10•11 Physicians who travel more than 15 
minutes to the hospital or have an established presence ofhospitalists in the 
community display more positive attitudes about hospitalists. Negative attitudes 
are associated with loss of practice income, valuing the practice of inpatient I medicine, mandatory hospitalist systems, postgraduate year greater than 25, busier 
physicians and solo practice. No association was found between age and sex of 
the physicians. 
With what we already know about the effects of practice setting and 
personal characteristics, one could ask what role physician attitudes may play in 
determining whether or not physicians practice inpatient medicine. As illustrated 
in Figure 1, many factors likely influence whether or not someone cares for 
patients in the hospital. It is still unclear, however, which are the most influential 
determinants. 
In the midst of this period of transition around inpatient care it is 
important to look at attitudes and these other variables to see where we are. The 
goal of this study is to briefly describe current self-reported practice and personal 
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characteristics offamily physicians practicing in North Carolina in 2001. We also 
examined the attitudes of family practitioners toward hospital care in conjunction 
with personal and practice setting characteristics. This study adds to prior research 
by its focus on family practitioners and by looking at a statewide perspective. In 
addition, North Carolina is somewhat unique in that it is a largely rural state with 
many distinct medical markets ranging from very rural to very urban. 
METHODS 
Sample 
A mailed survey was distributed to practicing fu.mily practitioners across 
the state ofNorth Carolina in 2001. The North Carolina Academy of Family 
Physicians endorsed the survey. Names were obtained from the Sheps Center of 
the University ofNorth Carolina with North Carolina Board of Medicine 
verification. The fmallist consisted of a random sample of 600 family 
practitioners. After the original mailing, four follow-up mailings were sent to 
non-responders at three-week intervals. The overall adjusted response rate, after 
excluding surveys that were undeliverable or those sent to retired or non-
practicing physicians, was 51%. 
Questionnaire development 
The 2001 questionoaire was based on a similar one endorsed by the North 
Carolina Academy of Family Physicians and distributed in 1998 (unpublished). 
For our purposes, hospitalists were defmed as "physicians who work full-time in 
the hospital, either permanently or on a rotating basis (e.g., for a week at a time) 
and who receive patients from primary care physicians and return them after the 
hospital care is finished." 
Analysis 
Univariate statistics of the survey questions were compiled after the data 
were examined for outliers. Bivariate analysis was then performed. 
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In further analysis, the outcome variable, inpatient care, was defined by 
the question, "Do you care for medical patients in the hospital?" The response 
was considered to be positive and coded as a one if respondents answered yes and 
was coded as a zero if respondents answered no. 
The questionnaire contained a series of attitude questions related to 
hospital care. The questions are listed in Table 2. Physicians were asked to 
respond strongly agree, agree, neutral, disagree or strongly disagree to these 
statements. For the purposes of further analysis, the responses were recoded. A 
positive response to an attitude question, coded as a one, (i.e. an attitude likely to 
favor the practice ofhospital care) was considered to be Strongly Agree/ Agree or 
Strongly Disagree/Disagree and depended on the question as shown in Table 2. 
When the attitude questions were further reviewed, they appeared able to 
be categorized into several different domains, including perceived competence, 
doctor-patient relationship and finance. A decision was made to focus on one 
question from each of these three domains based on knowledge about attitudes 
from the literature and potential interest to the reader. 
Bivariate analysis was also done between these key attitude questions and 
selected demographic and personal characteristic variables. These variables were 
selected from the survey based on the review of the literature or because it was 
felt they might be important from our statewide perspective. The variables 
included metropolitan versus non-metropolitan practice location, solo practice 
versus group practice, hospital size less than or equal to 100 versus greater than 
100, post-graduate year greater than or equal to 25 versus less than 25, the 
practice of obstetrics and gender. A decision was made to look at post-graduate 
year rather than age because it was felt that this measure better operationalized 
practice experience. The cut-off of25 years was based on the literature. 
Three separate logistic regression models were then examined using 
inpatient care as the outcome variable. These models were predictive models 
generated to see what independent variables might predict providing inpatient 
care. One independent variable in each model was an attitude question from one 
of three domains previously discussed- perceived competence, doctor-patient 
relationship, or finance. For the initial full models, the demographic and personal 
characteristic variables defmed above were also used. 
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Pairwise correlations between predictor variables were examined. If 
meaningful correlations exist between pairs this may create problems with 
collinearity in the model. Assessment was made for interaction. Full models were 
then reduced using the likelihood ratio test. The predictive ability of the models 
was quantified. The Hosmer-Lemeshow goodness-of-fit test was performed to 
look at reliability and validity was assessed using bootstrap stepwise regression. A 
p value of< 0.05 was considered to be statistically significant. 
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The Institutional Review Board of the University ofNorth Carolina 
School ofMedicine reviewed and approved this research study. 
RESULTS 
The study population is described in Table 1. Sixty-six percent of furnily 
practitioners provide inpatient care while 11% practice obstetrics. Eighty-three 
percent of respondents do not work as a hospitalist, meaning they either do not 
provide inpatient care or they care for their own patients in the hospital. While 
16% of furnily physicians in North Carolina practice as rotating hospitalists, only 
1% work as full-time hospitalists. Thirty-five percent of family physicians work i in a non-metropolitan location and 19% in a solo practice. 
The responses of all family physicians related to attitudes toward hospital 
care, regardless of whether they practice inpatient medicine or not, appear in 
Table 2. Overall, 77% of family practitioners either strongly agree or agree they 
are satisfied with their current arrangements for hospital care, and 81% strongly 
disagree or disagree that medical subspecialists provide better hospital care than 
family physicians. While 77% strongly agree or agree that doing hospital care 
improves the doctor's relationship with his or her patients, only 54% believe their 
patients expect to be cared for by their physician in the hospital. The majority of 
physicians responded that they strongly agree or agree that doing hospital care 
generally decreased time for the doctor's family (87%) and office efficiency 
(74%). Respondents were divided in their response to whether hospital care 
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generally increases practice income. Thirty-eight percent strongly agree or agree 
that it does while 35% strongly disagree or disagree. 
In Table 3, one sees the differences in attitudes toward hospital care 
between those family physicians who practice inpatient medicine and those who 
do not. There was a statistically significant difference in responses to all attitude 
questions between these two groups. For example, 92% of physicians who care 
for their own patients in the hospital believe that personal knowledge of the 
patient is important compared to 75% of physicians who provide outpatient care 
only. Physicians who provide outpatient care only are more likely to be satisfied 
with their current arrangements for providing hospital care (87% vs. 72%). 
Physicians who provide inpatient care versus physicians providing outpatient care 
only are much more likely to strongly agree or agree that it is valuable for patients 
to have their primary doctor coordinate hospital care, believe their patients expect 
them to provide hospital care, and believe inpatient care is an important source of 
continuing medical education. When one examines most differences, however, the 
two groups generally respond similarly to the questions but to different degrees. 
When one looks at differences between physicians who care for their own 
patients in the hospital versus those who work as rotating hospitalists, the 
difference in attitudes is not as striking. Table 4 lists those that are statistically 
significant (p < 0.05). Differences in attitudes emerge related to knowledge of 
medical subspecialists versus family practitioners in caring for hospitalized 
patients, the value of the primary doctor coordinating hospital care, and patient 
expectations of doctors caring for their own patients in the hospital only. Despite 
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statistically significant differences, rotating hospitalists are very similar in most 
attitudes except as related to patient expectations. Seventy-six percent of 
physicians who care for their own patients in the hospital strongly agree or agree 
that their patients expect such care, while 54% of rotating hospitalists responded 
in the same manner. 
No statistically significant associations between providing inpatient care 
and practice location, practice type or gender are found in bivariate analysis. 
Family physicians that practice obstetrics appear to be more likely to provide 
inpatient care than those who do not (91% versus 65% ), however, statistical 
analysis was limited secondary to small sample size. Physicians who practice in 
smaller hospitals (of less than or equal to 100 beds) or who are less than post- I graduate year 25 are more likely to provide inpatient care. 
Some statistically significant associations between demographic/personal 
characteristics and key attitude questions from the three selected domains 
described in the methods sections are found (perceived competence, doctor-
patient relationship and finance). Doctors who practice in hospitals ofless than or 
equal to 100 beds were more likely to strongly disagree/disagree that medical 
subspecialists provide better care (93% vs. 77%). Doctors in solo practice (56% 
vs. 34%) and doctors in non-metropolitan areas (54% vs. 29%) are more likely to 
strongly agree/agree that doing hospital care generally increases practice income. 
The results of logistic regression models containing only the outcome 
variable inpatient care and an attitude question from one of three selected domains 
appear in Table 5. Physicians who strongly disagree or disagree that for routine 
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medical admissions, medical subspecialists provide better care than family 
practitioners had 4.5 (95% CI: 2.4, 8.5) times the odds of providing inpatient care 
than those who did not. Family physicians who strongly agree or agree that doing 
hospital care improves the doctor's relationship with his/her patients had 4.1 (95% 
CI: 2.3, 7.4) times the odds of providing inpatient care than those who did not. 
Finally, physicians who strongly agree or agree that doing hospital care generally 
increases practice income had 2.1 (95% CI: 1.2, 3.6) times the odds of providing 
inpatient care than those who did not. 
Pairwise correlations between predictor variables were examined. Several 
pairs were found to be somewhat correlated; however, the correlations are likely 
' 
significant interactions between independent variables. I to be too weak to have much of an effect on the final model. There were no 
Final predictive models (Table 5) included an attitude variable, hospital 
size less than or equal to 100 beds and post-graduate year less than 25, all of 
which had a statistically significant odds of providing inpatient care. Although it 
appears that hospital size and post-graduate year are associated with providing 
inpatient care, selected attitudes are as, or more important, in all three models. 
Practice size, practice location and gender were also included in the initial full 
models; however, they were dropped because the likelihood ratio tests showed 
they did not improve the predictive ability of the model. The Hosmer-Lemeshow 
goodness-of-fit test and bootstrap stepwise regression testing validated the model. 
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DISCUSSION 
This paper describes self-reported practice and personal characteristics of 
a random sample offamily physicians in North Carolina in 2001. The majority of 
family physicians continue to practice in the hospital as well as in the outpatient 
setting, while 11% practice obstetrics. Nationally, approximately 85% offumily 
physicians have hospital privileges and 22% practice obstetrics, higher than that 
seen in North Carolina.6 The numbers for North Carolina in this survey may 
appear lower than the numbers in the national survey because they reflect what 
physicians are actually doing and not what they have privileges to do. It also may 
be that the scope of practice, including inpatient care and obstetrics, is narrower in 
this region of the country than in the mid-West or West. Some fumily physicians 
are practicing as rotating hospitalists; however, only one percent have become 
full-time hospitalists. 
The analysis showed that practicing in a smaller hospital is positively 
associated with providing inpatient care, a finding not previously described in the 
literature. It may be that physicians practicing in smaller hospitals may also be 
more likely to practice in areas with fewer providers. Thus, doing hospital care 
becomes a necessity, as there are insufficient providers of hospital care. 
The association between providing hospital care and post-graduate year 
less than 25 was not entirely expected. Physicians who are post-graduate year 
greater than 25 have more negative views toward hospitalists, yet they are less 
likely to do hospital care. Perhaps physicians later in their careers have other 
commitments, such as administrative positions, or are scaling back their work 
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hours, which makes them less likely to practice in the inpatient setting despite 
their views on hospitalists. Alternatively, it may reflect the demands of providing 
both inpatient and outpatient care and, over time, physicians opt out of hospital 
care. 
The positive association between providing hospital care and selected 
attitudes was something we expected to see. A well-known theory from the 
behavioral science literature, the Theory ofReasoned Action, suggests that 
attitudes are one of the main determinants of behavior. 12 Although usually applied 
to patients, the model has been applied to physicians in terms of physician 
behavior and clinical decision-making.13 Perhaps attitudes also have an effect on 
decisions physicians make regarding their scope of practice. Physicians who have 
a more positive attitude toward hospital care may be more likely to do hospital 
care. The results of this study suggest an association. However, one can't show 
causality with cross-sectional data. It will be interesting to see if there are shifts in 
attitudes and behavior as residents and practicing physicians gain more exposure 
to the hospitalist model of care. 
Alternatively, one might suggest that attitudes reflect but don't determine 
behavior. If a physician is in a role where they do hospital care and they are 
satisfied with their position, they might report positive attitudes toward hospital 
care. If, however, they practice outpatient medicine only and are equally satisfied 
with their practice arrangement, they may say that the practice of inpatient 
medicine is less important. Related to this, it is also possible that the potential 
scope of practice may influence which job opportunities family doctors select. 
12 
Physicians who like inpatient medicine, for example, may be more likely to make 
that an important fuctor when selecting a position. Physicians may also choose 
practice opportunities because of input from a spouse or significant other, specific 
location features other than metropolitan and non-metropolitan location, or 
because of other favorable characteristics, such as work hours or opportunities to 
teach. Thus, whether or not one does hospital care may only be a small factor in 
the decision-making process for some. 
Overall fmdings about providing inpatient care and attitudes about 
practice income are quite interesting. Although physicians who do inpatient care 
were more likely to report that hospital care generally increases practice income 
than those who did not do inpatient care, the majority ofboth groups reported that 
hospital care does not significantly increase practice income. Perhaps physicians 
who add on hospital care to a full outpatient schedule, before and after their office 
hours, or physicians who have a higher volume of inpatients may fmd greater 
financial benefits than others. Although enjoyment of the practice of inpatient 
medicine, altruism and perceptions of the importance of continuity of care are 
clearly important, one has to question how long these values will continue to 
influence family physicians to keep practicing inpatient medicine when economic 
constraints persuade in the opposite direction. 
Some of our results are comparable to previously published studies. 
Similar to other researchers, this study found that positive attitudes toward 
hospital care were associated with providing hospital care. 8 Most fumily 
practitioners continue to retain a broad scope of practice and provide both 
I 
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inpatient and outpatient care as they did in the mid 1990's.3 Our findings related 
to post-graduate year parallel previous work showing associations between age 
and providing hospital care; however, we did not find an association between 
hospital care and practice type. 3 
A comparison of family physicians and general internists shows clear 
differences. In a study of general internists, seventeen percent of general internists 
provide outpatient care only compared with 34% of family practitioners in our 
study.9 As discussed previously, fewer family practitioners in our study provided 
inpatient care than reported in a national survey of family practitioners. 6 
Although this survey did not specifically ask about attitudes toward 
hospitalists but rather hospital care, some findings in the literature about attitudes 
toward hospitalists are interesting in light of our study. One study on attitudes 
toward hospitalists published in 2000 found that solo practitioners had more 
negative attitudes toward hospitalists. 10 Although one might expect this to make 
them more likely to do hospital care, we did not find this association to be true. 
Our results are comparable with another survey in which 54% of physicians felt 
hospitalists would hurt established doctor-patient relationships. 11 In this study, 
greater than 70% of physicians felt providing hospital care improved the doctor-
patient relationship. 
There are some limitations to this study. Although the response rate was 
only 51%, examination of metropolitan versus non-metropolitan location, gender, 
race, age, and practice of obstetrics or prenatal care revealed no statistically 
significant differences between responders and non-responders. Because the study 
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instrument was a survey, it assumes that respondents accurately report their scope 
of practice. This assumption is more likely to be true as results were not 
identifiable, and respondents therefore had no reason to not answer honestly. 
Generalizability is limited as the responses to the survey reflect the practices, 
characteristics and attitudes offumily physicians in North Carolina only. 
However, as most focus has been on internists or family practitioners on the West 
Coast, this snapshot ofNorth Carolina adds diversity to the literature. Given the 
small number offamily physicians sampled who practice as full-time hospitalists, 
one can make no comment about attitudes of full-time hospitalists from this 
survey. 
The differences in opinion in terms of attitudes toward hospital care found 
between those physicians who practice inpatient medicine versus those who do 
not has implications for the training and recruiting of future family physicians. 
Perhaps it is important to instill or support positive attitudes toward inpatient care 
during residency to encourage family physicians to actively participate in hospital 
care in or out of a hospitalist model. One might also want to see if family 
physicians who do outpatient care only really are happier with their practice 
arrangements as the data suggest. Finally, one wonders how we can improve the 
satisfaction offamily physicians who do inpatient care in addition to outpatient 
care. A rotating hospitalist model may meet some of these needs as it reduces the 
pressure felt from being pulled between the hospital and outpatient office. At the 
same time it allows one to maintain the skills necessary to practice in hoth 
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settings. Increasing financial reimbursement may improve satisfaction but goes 
against current trends by both public and private payers. 
One has to question whether differences in attitudes may also have an 
effect on the growth and use of full-time hospitalists. If a significant number of 
family physicians strongly favor practicing in both the inpatient and outpatient 
setting, will this slow down the growth ofthe full-time hospitalists? 
The association between smaller hospital size and the practice of inpatient 
medicine suggests there is a threshold for hospital size below which a hospital 
cannot support the services of a hospitalist. If this is the case, one cannot lose the 
l 
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focus on continuing to train physicians who are comfortable caring for patients in 
both the inpatient and outpatient settings. A larger sample may also allow one to 
look at potential differences in scope of practice and attitudes of family physicians 
that practice obstetrics. Are these the subset of family practitioners one would 
target to maintain both inpatient and outpatient skills? A related training issue 
then is whether or not two tracks will develop in internal medicine and family 
practice residencies with one geared toward inpatient medicine and the other 
geared toward outpatient care. 
Another training issue relates to special needs of physicians who plan to 
work as hospitalists. A survey done by the National Asociation oflnpatient 
Physicians of practicing hospitalists suggests that there is a need for additional 
training in geriatrics, medical consultation, end-of-life issues and communications 
and systems issues.14 As internists largely responded to this survey, it would be 
important to look at the needs of family practitioners acting as hospitalists as their 
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training needs might be different as many of those issues are already emphasized 
in family practice residency training programs. Additionally, ifhospitalists after 
several years want to practice in the outpatient setting, what will their re-training 
needs be and how will that be accomplished? 
Hospitalist services are also growing in academic medical centers and this 
growth may effect the current training of residents. 3 In one study, the hospitalist 
service was felt to provide a "better educational enviromnent" although some 
residents expressed concern about loss of autonomy and exposure to fewer faculty 
and the diversity that comes with that. 15 Less is known about the effects of 
exposure to hospitalists on medical students. 16 
In terms of patient care, a recent review of the literature shows that the use 
ofhospitalists leads to improved or stable quality of care and patient satisfaction.3 
This is an area for further research as the number of studies and quality of the 
methodology is of some concern. Another area known to need more attention is 
improving communication between hospitalists and primary care physicians. In a 
recent study, only 56% of primary care physicians were satisfied with 
communication. 17 The survey instrument described in this study contains valuable 
information about communication issues and the perceptions of fumily physicians 
in North Carolina and will be analyzed at a later date. 
This study contributes to the literature by taking a current look at family 
physicians and the practice of inpatient medicine in North Carolina. The growth 
of the use ofhospitalists has potential effects on the role family physicians play in 
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caring for hospitalized patients and clearly has implications for the future training 
of family physicians, care of their patients, and research in the discipline. 
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Table 1 
Demographics: North Carolina Family Practitioners - 2001 
n=277 
Gender: 
71%Male 
29% Female 
Age (Mean+/- SD): 
45 +!- 11 years 
Race: 
83% White 
7% African American 
11% Other 
Practice Location: 
65% Metropolitan 
35% Non-metropolitan 
Practice Characteristics: 
Size of practice: 
Solo 19% 
Small FP group (2- 5) 33% 
Medium or Large FP group 19% 
FP within a multispecialty group 8% 
Other 21% 
Scope of practice: 
Provide inpatient care 66% 
Practice obstetrics 11% 
Provide prenatal care 16% 
Provides newborn care 51% 
Provide psychological counseling 57% 
Manage patients in nursing homes 46% 
Hospital Size: 
<50 Beds 8% 
50-lOOBeds 21% 
101-500 Beds 52% 
> 500 Beds 19% 
Scope ofHospitalist Practice: 
Do not work as a hospitalist 83% 
Work as a rotating hospitalist 16% 
Full-time hospitalist l% 
Table 2 
Attitudes about Hospital Care among North Carolina Family Practitioners-
2001 
n=277 
Levels of Agreement or Disagreement 
Statement SA A N 
"I am satisfied with my current arrangements 35% 42% 11% 
for the hospital care of my patients" 
"For routine medical admissions, medical <1% 5% 14% 
subspecialists provide better care than FPs" 
"Personal knowledge of a patient is important 42% 44% 12% 
in hospital care" 
D SD 
11% 1% 
46% 35% 
1% <1% 
"It is valuable for patients to have their 27% 46% 20% 6% <1% 
primary doctor coordinate hospital care" 
"Doing hospital care is an important source 26% 42% 20% 11% 1% 
of continuing medical education" 
"Doing hospital care improves the doctor's 31% 46% 20% 3% <1% 
relationship with his/her patients" 
"My patients expect me to care for them in 27% 27% 22% 15% 9% 
the hospital" 
"Doing hospital care generally decreases time 50% 37% 6% 5% 1% 
for the doctor's family" 
"Doing hospital care generally decreases the 37% 37% 12% 12% 2% 
doctor's efficiency in the office" 
"Doing hospital care generally increases 8% 30% 27% 24% 11% 
practice income" 
Table 3 
Attitudes about Hospital Care among North Carolina Family Practitioners-
2001 
n =277 
Physicians who provide "inpatient and outpatient care" 
versos "outpatient care" only 
Attitudes 
"I am satisfied with my current arrangements 
for the hospital care of my patients"(% SA/A) 
Provide 
Outpatient 
and Inpatient 
Care 
72% 
"For routine medical admissions, medical 89% 
subspecialists provide better care than FPs" (% SD/D) 
"Personal knowledge of a patient is 92% 
important in hospital care" (% SA/ A) 
"It is valuable for patients to have their 83% 
primary doctor coordinate hospital care" (% SA/ A) 
"Doing hospital care is an important source of 80% 
continuing medical education"(% SA/A) 
"Doing hospital care improves the doctor's 85% 
relationship with his/her patients" (% SA/ A) 
"My patients expect me to care for them in 71% 
the hospital" (% SA/ A) 
"Doing hospital care generally decreases time 9% 
for the doctor's family"(% SD/D) 
"Doing hospital care generally decreases the 18% 
doctor's efficiency in the office" (% SD/D) 
"Doing hospital care generally increases 43% 
practice income" (% SA/ A) 
Provide 
Outpatient 
Careon!y p 
87% .008 
64% <.001 
75% <.001 
54% <.001 
44% <.001 
58% <.001 
18% <.001 
0% .003 
7% .013 
27% .008 
Table 4 
Attitudes about Hospital Care among North Carolina Family Practitioners-
2001 
n=277 
Physicians Caring for their own Inpatients 
versus Practicing as a Rotating Hospitalist 
Care for their Practice as 
own inpatients a rotating 
hospitalist p 
"For routine medical admissions, medical 90% 74% .002 
subspecialists provide better care than FPs" (% SD/D) 
"It is valuable for patients to have their 85% 
primary doctor coordinate hospital care" (% SA/ A) 
"My patients expect me to care for them in 
the hospital" (% SA/ A) 
76% 
70% .007 
54% <.001 
Table 5 
Association between attitudes and odds of providing inpatient care for key 
attitude questions 
Unadjusted Models 
SD/D For routine medical admissions, medical 
subspecialists provide better care than FPs 
SA/A Doing hospital care improves the doctor's 
relationship with his/her patients 
SA/ A Doing hospital care generally increases 
practice income 
Final Predictive Models 
Modell- Perceived Competence Domain 
SD/D For routine medical admissions, medical 
subspecialists provide better care than FPs 
Hospital Size < or = 100 beds 
Post-grad year> or= 25 
Mode12- Doctor-Patient Relationship Domain 
SA/A Doing hospital care improves the doctor's 
relationship with his/her patients 
Hospital Size< or= 100 beds 
Post-grad year> or= 25 
Model3 - Finance Domain 
SA/ A Doing hospital care generally increases 
practice income 
Hospital Size < or = 100 beds 
Post-grad year> or= 25 
Odds Ratio (95% CD 
4.5 (2.4, 8.5) 
4.1 (2.3, 7.4) 
2.1 (1.2, 3.6) 
Odds Ratio (95% Cl) 
4.2 (2.1, 8.5) 
2.5 (1.2, 5.2) 
.42 (.21, .83) 
5.5 (2.8, 10.9) 
3.7 (1.7, 8.0) 
.38 (.19, .75) 
2.0 (1.1, 3.7) 
2.9 (1,4, 5.9) 
.41 (.21, .80) 
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